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The facility musi establish and maintain an
Infections Control Program designed to provide a
safe, sanitary and comfertable anviranment and
to help prevent the davelopment and transmission
of disease and infection. - Statement of Compliance:
{a} Infection Control Program To remain in compliance with all

The facillty must establish an_Infectlon Control

Federal and St 1t
Program under which it - and 5tate regulations, The

(1) Investigates, controls, and prevents infections Center on Aging and Health has taken
in the faciity; or will take the actions set forth in this
(2) Decides what proceduras, such as isolation, POC. The POC constitutes the Center'’s

S 1 - L) . . "
(;m'gir?;;gpged torg%;?dn:?eﬁr:ﬁgm:;dm allagation of compliance such that al|
actions related to infections, alleged deficiencies sited have or will be
corrected by the dates indicated. '
{b} Preventtng Spread of (nfaction ‘
(1) When the infection Conlro) Program '
determines that a resident needs isolation to
prevent the spread of Infectlon, the Taclity must

istlate the resident.

{2) The facllity must prohibit employses with a F a4

communicable disease grinfecled skin lesions 1

from direct contact with residents or thalr food, if

direct contact will trapsmit the disease. CNA #1 was re-educated on the

(3) The facility must require stzff 10 wash their handwashing policy.

hands after each direct residant contact for which :
hand washing is indicated by accepted Facility staff will be re-educated by the
professlonal practice. Quality Assurance Nurse or Nutse

() Linens Manager an the handwashing policy.
Personnel must hangle, store, process and l ' . '

transport linans so as to prevent the spraad of n service will be added to the
infection. arientation packet.

{

IDRATORY DIRECTOR'E DR FROVIDERSUPPLIER REPRESENTATIVES SIGMATURE ’| (X8) DATE

y 3 Q{Jm{nf:ﬁ}fﬂ%/ /Djl‘f/l-{

¢ dofiddensy slatement onding with an asteriak (%) donokas o denﬁmmm the instiiution may be axcied from coracting providing it s determined that
5 salsguards provide sufficiant prolaction 10 the patients. (Sea nsmucdans,) Excapt for nursing homes. tha finging atitod above sra disdosabla B0 days
Wdng the date of survey whether or not a plan of comacion s provided. For nursing homes, tha above findings and pians of corvectlon are discdosabla 14
= lollowing lhnﬂdum these documants are made svallabls {0 the factily. i deficlenclos are clisg, Bn approved gian of coraction IS requisiin o contnued
gram pardcipation.
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F 441 Continued From page 1 Fa441]

} threw the

This REQUIREMENT is not met as svidenced
by:

gasad on observation and Interview the facillty
failed lo sanitlze or wash the hands while serving
meals for 1 of 3 dining ohservations and failed to
maintaln a sanitary environmant during
incontinence care before a dressing chiange for 1
residont (#317) of 4 residents reviewed for
pressure ulcars and wrinary catheter use.

The findings Included:;

Observation in the maln dining room on 9/28/16
al 12:30 PM revealed Certifiad Mursing Assistant
(CNA) #1 preparing residents food {rays, Furiher
obaarvation revealed the CNA placed two
packages of sugar In the residents coffes cup,
packages of sugar in the trash can by
lifting the ild off of the garbage can, than sthred
the sugar in the resident's coffee cup and served
the coffee to the resident, Further observation
revaaled the CNA failed to wash or sanitize the
hands after louching the dirty trash can and Iid
prlor ta serving the coffee to the resident.

Interview with CNA#1 on 8/28/15 at 12135 PM, in
the dining room, confirmed the GNA fated to
wash or sanlize tha hands affer touching the dirty
trash can and prior ta serving the coffee to the
resident.

} Interview with the Direetor of Nursing (DON) o

8/28/15 at 12:45 PM, In the dining room hallway,
confirmed the CNA falled to follow hand hygeine
practices,

Medlcal record review ravealed Resident #317
was admiited to the facility on 11/26/13 wilh

Manager will make 15 observations per
month of the dining room to ensure
proper handwashing techniques are
being followed. Any problems identified
will be immediately correctad.

The observations will be monitored in
the Quality Assurance Committee
meeting on a monthly basis for one
year,

The Quality Assurance Committee
(made up of the Administrator, Director
of Nursing, Medical Directar, Quality
Assurance Nurse, Pharmacist and
Facility Department Managers) retain
the right to change, revise, or eliminate
this program as seem necessary by the
committes,

- -
PI" [N

Resident #317 had pillow removed and
replaced with a clean pillow.

CNA #1 and CNA #2 were reeducated
on the correct infection contral
procedures when providing peri-care.
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diagnoses Including Pressure Ulcer, Fractured he Qua |W_A$surance Nurse or Nurse
Femnur, Muscle Weakness, and Pneumonia. Manager will reeducate CNAs on the
corract infection contral procedures
Medical record raview of a Significant Change h e :
Minimum Data Set (MDS) dated 9/2%/15 revealed when providing peri-care.
the resident was cognllively impaired and Lo
required extensive assistanca with activitles of In.serwce will be added to the
daily living, . orientation pachet.
Obsarvation on 8/30/15 at 10:45 AM, in the The Quality Assurance Nurse or Nurse
resll:}en‘[‘s room, revealed CNM:;_.I'! and CNA#3 Manager will make 10 observations of
praviding incontinence care for tha resident. .
Continued observation revesied CNA 22 took the !JE!'[ care per month to ensure correct
soiled cloth incontinence pad from undemaath infection controf procedures are being
the resident and piaced ths soilad Incontinence followed. Any problems identified will
pad In the clean chair on top of a clean pilow, ; i
Further observation revaaled after the be immediately corrected.
Incontinence care was completed, CNA #2 took i i i
the soiled incontinance pad off the pilow, placed The observations will be mon.ltared in
the pillow undarneath the residgent's legs whers the Quality Assurance Committee
the resldent's urinary eatheter was located, and Mmeeting on a monthly basis for one
Placed the soiled incontinence pad in the year,
resident's chair.
Interview with CNA#1 on 9/3015 at 10:55 AM, in The Quality Assurance Committee
the residents room, corfirmed the contaminated (made up of the Administrator, Director
incontinence pad was placed on a clean pillaw [ of Nursing, Medical Director, Quality .
the resldent's chalr, Further Interview confirmed Assurance Nurs :
the CNA used the same contaminated piliow ol n;e urse, Pharmacist and _
undemeath the resldent’s lage where the urinary acllity Department Managers) retain
cathater was located and then placed the the right to change, revise, or eliminate
can:aminated Incontinence pad In the resident's 1 this program as seen necessary by the
chalr. ] committee.
Interview with tha DON on 8/30/15 at 11:05 AM,
in the conference room, confitmed tha CNA falled !
1o follow infection control practices. E Completion Date: 10/30/2015
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